Wade-Taxter, Megan (ISDH) 


From: 

Sent: 

To: 

Subject: 

Attachments: 


Becker, Angela 

Wednesday, September 19, 2018 2:19 PM 
Wade-Taxter, Megan (ISDH) 

FW: ISDH records request 

2017 Clinic for Women.pdf; 2017 PPINKY Bloomington.pdf; 2017 PPINKY Indy.pdf; 2017 
PPINKY Lafayette.pdf; 2017 PPINKY Merrillville.pdf; 2017 Women's Med Group.pdf 


Categories: 


Saved to Folder 


From: Becker, Angela 

Sent: Thursday, June 29, 2017 10:40 AM 

To: Humbarger, Cathie <Cathie.Humbarger@lchooselife.org> 

Cc: Snyder, Randall <RSnyderl@isdh.lN.gov>; Becker, Angela <ABecker2@isdh.lN.gov> 

Subject: ISDH records request 

Good morning Ms. Humbarger. 

Pursuant to your request, the Indiana State Department of Health is providing copies of all applications for abortion 
facility licenses submitted to this Agency between May 9, 2017 and June 26, 2017. 

Kind Regards, 

ANGELA L. BECKER 

Litigation Liaison & Public Records Coordinator 

Office of Legal Affairs 

Indiana State Department of Health 

317.232.3119 office 

317.234.6278 fax 

abecker2@isdh.in.Qov 

m/w. StateHealth.in.gov 


MU 



Indiana 


A State that Works 


Confidentiality Statement: 

This message and any attachments may be confidential. If you are not the intended recipient, please 1) notify me immediately; 2) do not forward the 
message or attachment; 3) do not print the message or attachment; and 4) erase the message and attachment from your system. 


From: Cathie Humbarger [ mailto:cathie.humbarRer@ichooselife.org 1 
Sent: Sunday, June 25, 2017 4:21 PM 


l 






India 



June 26, 2017 


Randall Snyder 
Division Director, Acute Care 
Indiana State Department of Health 
2 North Meridian Street 
Indianapolis, IN 46204 


Dear Mr. Snyder, 

I am requesting copies of all applications for abortion facility licenses submitted to the 
Indiana Slate Department of Health between May 9,2017 and June 26,2017. Please send 
to the address below or e-mail to cathie.humbarger@ichooselife.org. 

Please let me know of any cost related to this request and I will remit payment 
immediately. 

Mail to: 

Cathie Humbarger, VP 
Indiana Right to Life 
2126 Inwood Drive 
Fort Wayne, IN 46815 


Sincerely, 



Vice President of Policy Enforcement 
Indiana Right to Life 
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Please Type or Print Legibly . 


SECTION 1 - TYPE OF APPLICATION 

Application (Check appropriate item.) 

□ New Facility '^Renewal □ Change of Ownership (Anticipated date of Sale/Purchase/Lease (mm/dd/yyyy)) 

Submit a dated and signed copy of the bill of sale, lease or other document of transfer. 

SECTION II - IDENTIFYING INFORMATION 

A. Abortion Clinic Location 

N^frre o^ Abortion Clinic _ 

' J/.Vi/'<L ro*- A- 

JorncjO 

"Street Address (number and stree ; 

/V>r> 7 t J us/ 

1)6^5^- -2/3 

P.O. Box 

City 

~Cy\cf>pl< 

, iChJ 

County , 

ZIP Code +4 

Telephone Number 

(3rj) 

f55Q0<} ( 

F^ax Number 

( 3 / 7 ) 

955 3 dSj 

Abortion Clinic e-mail address: 

Internet Web Address: 

OS dj (9 oOOkM >0 . 

) UJ 0 J •’ n * C. *4 l*J on\f .1 


B. Mailing Address (if different from abortion clinic location) 

Street Address (number and street) 

P.O. Box 

City 

County 

ZIP Code +4 

C. Licensee/Ownership Information 

licensee: The applicant entity as registered with the secretary of state 

( jDUL VI V *~f' r 

Street Address (nurn^ 

:ei{ ajid street) 

■tp 10 P&K-dr 

P.O. Box 

aty ^ 

-Liao )' ariQ \0o/c-^ 

State 

L n d ■ Q 7T ^ 

ZIP Code+4 

Telephone Number / 

(,2>ii) 955 3 671 

Fax Number EIN Number Fiscal Year End Date (mm/dd) 

(~»7)935 o)fr£7 65/^9/7/</?_ A2- '3 i 


1 





















































D. Services provided under this license: 

Code items 1 and 2 as follows: 1. Provided directly by employee(s), 2. Provided by a contract service, 3. Both 1 and 2. 


1. Ancillary Services 


ice, \S 


Laboratory: CLIA Certificate Number 


<5TvM»y. Radiology i ja^Ccounseling 


□ Family Planning p Pharmacy □ Other (List): 


2. Surgical Services: 


3 

□ Gynecology JCSEf Other (List): /\ ho '<> ° Oc fV i Qx. ^ 


For item 3 indicate the total number of individuals (employees plus contractors) working in this clinic. This includes hourly, part-time, and full-time persons. 

/- r 

y4-\ |—| rrj -V- Surjr. 

3. Staffing : Physicians: LJLJ Registered Nurses: I—I Licensed Practical Nurses. LLJ j — 


Licensed Social Workers 


: □ 


3 - ^ 0 / vr S 

Other (Zirf number): ^ ? n\i r\ 


E. Number of Procedure Rooms Utilizing: 


Local analgesia/anesthetic 


XL- 


F. Type of Entity: 

For Profit 

I"! Individual 

□ Partnership 

orporation 

□ Limited Liability Company 

□ Sole Proprietorship 

□ Other (specify) _ 


Moderate/Conscious Sedation 



Non-Profit 


Government 


□ Church Related 
I~1 Individual 

□ Partnership 
fl Corporation 

□ Limited Liability Company 

□ Other (specify) _ 


□ State 
l~~l County 

□ City 

□ City/County 

□ Hospital District 

□ Federal 

□ Other (specify) 
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n Officers (if the business entity is incorporated) _____ 

Position 

Name 

Address/City/State/ZIP 

President/Chairperson/CEO 


7005 A/orvv^vv^<y 

Tnciph, PKj </(,&£ 1 

---S - r -r-^-7—- 

Vice-PresidentA/ice-Chairperson/COO 

< 

Pi ( / LA 

Q orrM_ 1 -i-Aj ^ Cfti 

Treasurer/CFO 

jM H /Vs'5. KjL 

qz-v y~ 

Secretary 

(_J nek a kj • iL 

3?4 0 & 


H. Ownership and/or Change in Ownership: 

List names and addresses of individuals or organizations having direct or indirect ownership or controlling interest of five percent (5%) 
in the applicant entity. Indirect ownership interest is an entity that has an ownership interest in the applicant entity. Ownership in any 
entity higher in a pyramid than the applicant constitutes indirect ownership. (Use additional sheet if necessary.) 

Name 

Business Address/City/State/ZIP 

EIN Number 


3607 /J /6^1 S( 2f,4*h / 

b S 513^7/6 



* 'LSl'iftnUr 



















CERTIFICATION OF APPLICATION 

The undersigned hereby makes application for a license to operate an Abortion Clinic (Clinic) in the State of Indiana, and in support of 

this application, represents and shows that the owner(s) and operator(s) are of reputable and reasonable character, are able to comply 
with the Abortion Clinic statues, 1C 16-21-2-2.5 and 1C 16-34, and the rules promulgated there under, 410 IAC 26 and will operate and 
maintain this clinic in accordance with those rules. 

1 certify that the operational policies of the clinic will not provide for discrimination based upon race, color, creed, or national origin. 

1 swear and affirm under the penalty of perjury that all statements made in this application and any attachments thereto are correct and 
complete and that 1 will comply with all regulations, laws, and rules governing the licensing of clinics in Indiana. 

I _ / N_ - - _—- 

Signature of the Medical Director: 


o \P> 

Printed Name and Title: 

fjoh.'n .-&■ -e-vi 

Date of Signature (mm/dd/yyyy)\ 

Q /T ■ 17 ') 

Signature of the Clinic 

Administrator: 


t 

Printed Name and Title: 

/Jp~Tbn n n Ox , "D, rg-CT a 

Date of Signature (mm/dd/yyyy): 

0,;-/0/, /<£ Oil 

See the followina page for instructions regarding licensure fees and submission 

of this application. 
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License Fee 


Select the appropriate fee based upon the total number of first trimester procedures as 
reported to the Indiana State Department of Health (ISDH) on the Terminated Pregnancy 
Report (State Form 36526). 


Check 

One 

Total First Trimester 
Procedures in the Clinic 

Fee 


Zero to 799 

$500.00 


800 to 3,499 

$1,000.00 


3,500 to 6,999 

$2,000.00 


7,000 and above 

$3,000.00 


Indiana Hospital Council; 414 I AC 1-1-3 


Enclose the following: 

1. A completed Application for License to Operate an Abortion Clinic (this form). 

2. Any supporting attachments. 

3. For each physician performing procedures, either: 

(A) A copy (in writing) of the physician’s admitting privileges; or 

(B) A copy of: 

(1) his/her written agreement with another physician with admitting privileges; and 

(2) a copy (in writing) of that physician’s admitting privileges. 

4. Payment made payable to “Indiana State Department of Health.” 


Mail to: 

INDIANA STATE DEPARTMENT OF HEALTH 
CASHIER’S OFFICE 
P. 0. BOX 7236 

INDIANAPOLIS, INDIANA 46207-7236 
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APPLICATION FOR LICENSE 
TO OPERATE AN ABORTION CLINIC 

Stale Form 52233 (R3 J 3-14} 

Approved by State Board of Accounts, 2014 

Indiana State Department of Health-Division of Acute Care 

(Pursuant to tC 16-21-2 and AWIAC 26) 


W W 



' i 5 231! 


Division of Acute Care Use Only 


Date Received (mm’dd/yyyy) - Date Approved (mm/dd/yyyy) _ _Date Rejected (mm/dd/yyyy). 


Please Type or Print Legibly. 


SECTION I - TYPE OF APPLICATION 

Mppncduon {^necK appropriate item J --— 

□ Now Facility [^Renewal □ Change of Ownership (Anticipated date of Salc/PurchascfLease (mm/dd/y 

Submil a dated and signed copy of the bill of sate, lease or other document of tra 

yyy ))._ 

nsfer. 

SECTION II - IDENTIFYING INFORMATION 

A. Abortion Clinic Location “ ----- _ 

Name of Abortion Clinic ------- 

P/an/W Pgreirl-hoori of Indiana. find (enhickv- blDOHunnJvn 

oiicrut aauuic^ [uumoer ana street) --—- f --- 

mi 6 tcllMC Avt 

P.O. Box 

Biooipunfli 

I o|ft^ Kll 

Vfi 

County 

HmtDCs 

ZIP Code +4 

l hho^ 

i cicpilDne iNumDST 

mz) 

3'rto- 
02 (A 

r-ax Numoer 

(<J! 2) 

2401 

Abortion Clinic e-mai 

Internet Web Addres: 

1 address: ( * M/l (IciT ( S) ppm 

WMV- ppiAlO- ntA 

L-blrfl 


u. Niainng Address (if different from abortion clinic location) - --——- 

oticctrtuuit [numoer ana street) ----—-- 

SOOS. Her idm Sf- , Suit 4m 

P.O. Box 

M'dnipoi/s 

C. Licensee/Ownership Information 

County 

Hfrrioft 

ZIP Code +4 

Licensee. The applicant entity as registered with the secretary of state - '____ __ 

Iimufi Pamthiod Indimn md KfnhfAkt/. Inf.. 

nuutebb \uuiftoer ana street) -w i _/ / 

9‘0 S. HirididnSt. Sunk, ¥(■() 

~~ -- - -- - 1 -- 

P.O. Box 

Ipc/ i (XPtfLQo /i 

Tolonhrino Kl. 

L 

State ■ 

ibf 

ZIP Code+4 

2Z5~ 

' — '’iuiiiuui tax Number 

fill) 1 HI, 

EIN Number TteSi 

Year End Date (mm/dd) 

Ob ho 


J 
























































































D. Services provided under this license 
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G, Offi cers (if the business en tity is incorporated) 

Position 


President/Chairperson/CEO KffY) C?T^CT) 


Vice-President/Vico-Cbairperson/COO MlCiS C\t { Qdhfcllri 


Nome 


Secretary 


Treasurer/CFO Mdih)On fZlIlCjhfl/IO 


Christie Hoore 


_ Address/ Clty/Stale/ZIP 

poo ri. Men Wan W- 
Suit too 
WirmpoiTs, Tn nh&ris 


V 


in Ihe applicant entity. Indirect owne/Vh^nle^esU^ controlling interest of five percent (5%f 

0 n„, y hl 0 ,,„ ■„ „ py , 3 ^ M , h0 any * 

Name 


Business Address/City/Siatc/ZiF 


BIN Number 


^—:-—----- CERTIFICATION OF APPLICATION - 

this applicatfon, representeamfshmw'haute ovv^"{l) and^ntEsfa're of Clin j c ^f ,inlc f | in the S(ate of lm,ia, ’ a . and in support of 
with the Abortion Clinic statues, 1C 16-21-2-2 5 and 1C 16-34 a P n dIhe nilefo^m,^ f nf" d reaaonable character, are able to comply 
maintain this clinic in accordance with those rules ’ promulgated there under, 410 IAC 26 and vail operate and 

I certify that the operational policies of the clinic will not provide for discrimination based upon race, color, creed, or national origin. 

I CWAnr enW rxtf ir»v» it _, 


Signature of tho Medical Director: 

t 

-^p 

Prinled Name and Title: 

(Jt 


)hrr Stutsmn , D/kY rh r 

Dale of Signature {mm/d&yyyy): 

Sinnaturc of the nimtr 

J. 

)UlZl lni-1 

Administrator: 



Printed Name and Title: 

V-MVyr G>vJ ter M,a vw. r 

Date of Signature (mm/dd/yyyy): 

UMh ——- 

f fnr 
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License Fee 


Select the appropriate fee based upon the total number of first trimester procedures as 
reported to the Indiana State Department of Health (ISDH) on the Terminated Pregnancy 
Report (State Form 36526). 


Check 

One^ 

Total First Trimester 
Procedures in the Clinic 

Fee 

-ir- 

Zero to 799 

$500.00 


800 to 3,499 

$1,000.00 


3,500 to 6,999 

$2,000.00 


7,000 and above 

$3,000.00 


Indiana Hospital Council; 414 IAC 1-1-3 


Enclose the following: 


1. A completed Application for License to Operate an Abortion Clinic (this form). 

2. Any supporting attachments. 

3. For each physician performing procedures, either: 

(A) A copy (in writing) of the physician’s admitting privileges; or 

(B) A copy of: 

(1) his/her written agreement with another physician with admitting privileges; and 

(2) a copy (in writing) of that physician’s admitting privileges. 

4. Payment made payable to “Indiana State Department of Health.’’ 


Mail to: 

INDIANA STATE DEPARTMENT OF HEALTH 
CASHIER’S OFFICE 
P. O. BOX 7236 

INDIANAPOLIS, INDIANA 46207-7236 















t .\ applicauon for license 

it TO OPERATE AN ABORTION CLINIC 

f y Stale Form 52233 <R3 ; 3*1 4 ) 
r f Approved by State Board of Accounts, 2014 

Indiana State Department of Health-Division of Acute Care 
(Pursuant to tC 16-21-2 and 410 iAC 26) 


1 5 2017 


Date Received (mm/dd/yyyy)_ 


Division of Acute Care Use Only ~ “—'— 

Date Approved (mm/dd/yyyy) _ Date Rejected (mm/dd/yyyy)_ 


|- SECTION 1- TYPE OF APPLICATION -i 

n HK i,uauun appropriate item.) - 

□ Now Facility G^cnewat □ Change of Ownership (Anticipated date of SalCPurOasCLease 

Submit a dated and signed copy of the bill of sale, lease or other document of tra 

yyy)) _ _ 

nsfer. 

-_____-SECTION 11 - IDENTIFYING INFORMATION ~ " -- 

A. Abortion Clinic Location 1 --—---_ 

Name of Abortion Clinic " ----_____-_____ 

ffaryW Por^MhOod of Indiana and &nh\cJ/v - i ndi cm dmoliX 

nvvn.00 \nuutucf dliu Street) , - ---- f - 

Qmo (piorcit fvm fond 

~nitv - z) - —-___ 

’ ' K w \ • . f 

P.O. Box 

InclidntLp 

Tel^nhnn^ Klnmhor " 

: Co ? 

i 

County 

Han oh 

ZIP Code +4 

ixumuer 

<5i7) 

$72- 

3i<5 

"o* ivumoer 

(3i7> 

318 S' 

Abortion Clinic e-mail address 

Internet Web Address: VJ\Ki 

heHminA-i 

a n i Vi |/L, nwi 

J • 1 ) 

POiAlL. QU 


d, mailing Address (if different from abortion clinic location) --—--- 

CJIrrvot AHHrnrr /„_1 _ ~Z T““ 77 ' ----- 

r^vj^jiv-oo {Jiuu/ucf ana street) ------- 

sooj. Utridimfr . Suit 4W 

P.O. Box 

IMm Ip oh 5 

C* Licensee/Ownership Information 

County 

Hon oft 

ZJP Code +4 

Licensee. The applicant entity as registered with the secretary of state ----—___ _ 

TMW kmHM d Indium and Ksn-h^kx/. Inn.. 

nuuicoo \nuiuuei ana sireejt) - » «- - 1 # > - > l. » x / 

Joo s. htinJianSt Su.ik.rn 

r.itv — ---— --—£- 

P.O. Box 

mmdjfofc 

Telephone Number 

Fax Number TEiFTNii 

mi 

State ~~- 

/A/ _ 

'" lber " (Fiscal 

0%7Ml7L? _ 

ZIP Code+4 

Year End Date (mm/dd) 

QbjjO 


I 



















































































D. Services provided under this license: 

Code items 1 and 2 os follow: I. Provided d,reedy by employee®. 2 Provided by t, coniraet service, 2 Both 1 and 2. 

1. Ancillary Services: □ LaboraMy CL1A Ceniflce Nnn.be, /gP &3loQlr»qO [E IMiolosy 0 Co„„scli„ E 
^^ Family Planning L^J Pharmacy Other (List); 


Other (IJst):_ 


2. Surgical Services: □ Gynecology 0 

- «;* fr ■ du • • 'ffl *7 fz] 

j. Stalling . Physicians: Registered Nurses: * 


Licensed Practical Nurses: 


Licensed Social Workers: 


E. Number of Procedure Rooms Utilizing: 


Olhcr (List title and number): HcdtJ Hi CffltK - >J 

- timlih Cnn-tr Umn/)/>s r 


- i 


Local analgesia/anesthetic I2z. 


F. Type of Entity: 

For Profit 

Q Individual 
Q Partnership 
D Corporation 

□ Limited Liability Company 

□ Sole Proprietorship 

□ Other (specify) 


Moderate/Conscious Sedation Ji 


Non-Profit 

□ Church Related 

□ Individual 
0 Partnership 
GJ^orporalion 

D Limited Liability Company 
CD Other (specify) __ 


Government 

□ State 
O County 
D City 

□ City/County 
0 Hospital District 

□ Federal 

□ Other (specify) 


2 













































S, Officers iM b (w^f/jesy ea/fo/fe //rco/poreted) 


Posilion 


Preside ft I/O iii irperson/CE 0 


Vico-PfesIdenlA'ico'-Cbairpetson/COO 


Noroo 


■Kim Qrreen 


Michael Carter 


Trcaaurcr/CFO 


Sccrolo/y 


Mt ihon Bingham 


Chr/stet Moore 


...... Addrass/CHy/Stete/ZIP 

9(p S, Wertdian 

Quit ¥#D 

mmrpoU^j la Jw.s 


\/ 


H, Ownership and/or Change In Ownership: " * -- - --- 


Name 


Business Addres$/Cily/S[alc/2iP 


GIN Number 


CERTIFICATION OF APPLICATION 


■ r. — _ ____ -—.... .vn.^i.w nrr i.iunnup< 

.^SSSSii: ^ s t i m r ona i" s ^ ! °< 

will) the Abortion Clinic slaiues ic in.P-ih? o z ^« * , 0 fe PVl a ^^ reasonable character, ore ab © to comply 

maintain iKfcInhS ^. 10 ^”* '" e "*>* p,0mul ° aled ,,lero ul “> a '' <» *** and will oporato and 

certify thal-.the operational polices ot the clinic wTnol provide lor discrimination based upon race, color, creed, or national origin 

^sssaw^awaijasa:^- 



SS S Jhe following page ibr Instruhoks reoarrfin,, Us snSMS. fees ^d^b^jhE 


of this application. 
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r ,e dures as 

Report (State Form 36526). { H) ° n the Term '™ted Pregnancy 


Check 

One 

Total First Trimester 
Procedures in the Clinic 

Fee 

7- 

Zero to 799 

$500.00 

^ 

[800 to 3,499 

$1,000.00 


3,500 to 6,999 

$2,000.00 


7,000 and above 

$3.onn nn 

Indiana Hospital Council; 414 IAC 1-1-3 -^ 


Enclose the following: 

1. A completed Application for License to Operate an Abortion Clinic (this form). 

2. Any supporting attachments. 

3. For each physician performing procedures, either: 

(B) A copy oft Wri “ nS> ° f ^ P '’ yS ' C ' an ' S admi « in S Privileges; or 

4. Payment made payable to ■■Indiana State Department of Health. ” 


Mail to: 


INDIANA STATE DEPARTMENT OF HEALTH 
CASHIER’S OFFICE 
P. O. BOX 7236 

INDIANAPOLIS, INDIANA 46207-7236 









































APPLICATION FOR LICENSE 
TO OPERATE AN ABORTION CLINIC 

Stale Form 52233 <R3 i 3-14) 

Approved by State Board of Accounts, 2014 

Indiana State Department of Heailh-Division of Acute Care 

(Pursuant to 1C 16-21-2 and 410 tAC 26) 





Division of Acute Care Use Oni7 " ~ 

Date Received (mm/dd/yyyy). - Dat o Approved (mm/dd/yyyy) _Date Rejected (mm/ddfyyyyl 


Please Type or Print Legibly. 


SECTION 1 - TYPE OF APPLICATION 

application (unecK appropriate item.) - 

□ New Facility [^Renewal □ Change of Ownership (Anticipated dato of Sate/Purchasc/Lease( mm ,dWy 

Submit a dated and signed copy of the bill of sale, lease or other document of trai 

yyy)) 

isfer. 

SECTION II - IDENTIFYING INFORMATION ~- 

A. Abortion Clinic Location ------- 

Name of Abortion Clinic "--- --- 

EtennM Pgfa'ri-hoor) of [ndimo^ cuvl tfenfuckv - Uthlxietie. 

^ucct nuuiesb [numoer ana street) - — f — - 

Mezzo rum. Drive 

P.O. Box 

LfcPtuieii 


County 

Tippictlnoc 

ZIP Code +4 

m^of) 

Telephone Number 

<76,'6) 

rax Number 

illcfi 

H4Lr 

W 

Abortion Clinic e-mail address 

Internet Web Address: K/VV/ 

acLi t . Y£jM onmt - orn 

m<\t. nm 

1 1 - 


b. wailing Address (if different from abortion clinic location ) ---—- 

r\uuic!>i» [nunwer ana street) ----— - 

Sod Utndm St- . Suit ‘to 

P.O. Box 

IndiMAf) nil's 

County 

kfrnoh 

ZIP Code +4 

u* Licensee/Ownership Information --— 1 ----- 

Licensee. The applicant entity as reaistemri with ih* -- ---- - 

limu/j Pmirth tod of Indiana mS fon-htrbv , In6. 

''vv'tuci \ltUtUUlPl tiuu -— ’ - . ——«... / A— 

Sod J 1 . Mini Zb an St. Suite, 460 

riK/ -------___ 

P.O. Box 

Ipd I (XfittLpoift 


State 

fbf 

ZIP Code+4 

%IZ5' 

■ un-piiuiic 

rax Number EIN Number --- 

(£>iT) u£Jz!13!M ?f5~ _ 

Fiscal 

Year End Date (mm/dd) 

Ob! jO 


I 























































































D. Services provided under this license: 

Code items I and 2 as follows: /. Provided directly by employee (s), 2. Provided by a contract service , 3. Beth J and 2. 
1. Ancillary Services: Li—I Laboratory: CL1A Certificate Number 15 D 03(o 0 l P°l O 


Radiology l_2j Counseling 


1—!—I Family Planning Pharmacy SL Other (List): 


2. Surgical Sendees: 


□ Gyi 


Gynecology 


Other (List):_ 


For item 3, indicate the total number of individuals (employes plus contractors) working in this clinic. This includes hourly, part-time, and full-time persons. 


im m 

3. Stalling : Physicians: LJJ Registered Nurses: LLJ Li 


Licensed Practical Nurses: 


Licensed Social Workers: Lid 


Other (List title and number): Cclf)1CK k 

tieajdh Cmtd Uana/jCtr' - i 


-3 


E. Number of Procedure Rooms Utilizing: 


Local anaigesia/anesthetic LQ. 


Moderate/Conscious Sedation \Q 


F. Type of Entity: 
For Profit 


□ Individual 
1~1 Partnership 

□ Corporation 

I 1 Limited Liability Company 

□ Sole Proprietorship 

□ Other (specify) _ 


Non-Profit 

□ Church Related 

□ Individual 

□ Partnership 
0*&orporalion 

□ Limited Liability Company 

□ Other (specify) _ 


Government 

□ State 

□ County 

□ City 

□ City/County 

□ Hospital District 

□ Federal 

□ Other (specify) 


2 

























































G, Officers (if ih& business entity is incorporated) 


Ppsilion 


No m 


_ Address/Clty/ Stalc/Z lP 

goo's* Meridian W- 

Suit too 


Preside nt/C hairpe r$ oit/C E 0 


Kim (green 


Vice-PresidenlMco-CbairpersonfCOO 


yiidnad Carfcr 


fwdnapoTiJ; in YTM/s. 


Trcasurer/CFO 


Meihon fZinqhom 


Secretary 


Christie* Moore 


V 


H. Ownership and/or Chanoo In Ownership; 


List names and addresses of Individuals or organizations having direct or Indirect ownership or controlling interest of fivo percent (5%) 

in the applicant entity. Indirect ownership interest is an entity that has an Ownership Interest In tho applicant entity. Ownership tn any 
entity higher in a pyramid than the applicant constables indirect ownership. (Uso additional shccl ftiwccssaty.) 


Name 


Business Address/City /Stalest P 


GIN Number 


CERTIFICATION OF APPLICATION 


Tho undersigned hereby.makes application for a license to operato an Abortion Clinic (Clinic) in the Slate'of Indiana and fn support of 

this application, represents and shows that tho owner(s) and operators) aira of reputable and reasonable character, are able to comply 
with the Abortion Cfmlc statues, 1C 16-21-2-2.5 and 1C 15-34, and Ihe rules promulgated Ihsro under, 410 JAC 26 and will operate and 
maintain this efinte in accordance with those rules, • 

1 certify that .the operational policies of the clinic will hot provide for discrimination based upon race, color, creed, or national origin. 

1 swear and affirm under the penally of pegury that abatements made in this application and any attachments thereto are correct ond 
complete and that I wilt comply with all regulation^ laws, and rules^overnlng the licensing of clinics in Indiana. 

Signature of tho Modical Director: 


Printed Name and Title: 


,---=4?L_--,- 

•Stutsman . ffl/ditmtJ Dir-cabr 



Dole of Signature jmm/dd//yyy): 


is- b • n 


CmiMoaMm 


See the following page for instructions regarding licensure fees and submission 

o ffhis application. 
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License Fee 


Select the appropriate fee based upon the total number of first trimester procedures as 
reported to the Indiana State Department of Health (ISDH) on the Terminated Pregnancy 
Report (State Form 36526). 


Check 

One/ 

Total First Trimester 
Procedures in the Clinic 

Fee 

~V~ 

Zero to 799 

$500.00 


800 to 3,499 

$1,000.00 


3,500 to 6,999 

$2,000.00 


7,000 and above 

$3,000.00 


Indiana Hospital Council; 414IAC 1-1-3 


Enclose the following: 


1. A completed Application for License to Operate an Abortion Clinic (this form). 

2. Any supporting attachments. 

3. For each physician performing procedures, either: 

(A) A copy (in writing) of the physician’s admitting privileges; or 

(B) A copy of: 

(1) his/her written agreement with another physician with admitting privileges; and 

(2) a copy (in writing) of that physician’s admitting privileges. 

4. Payment made payable to “Indiana State Department of Health." 


Mail to: 

INDIANA STATE DEPARTMENT OF HEALTH 
CASHIER’S OFFICE 
P. O. BOX 7236 

INDIANAPOLIS, INDIANA 46207-7236 
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APPLICATION FOR LICENSE 
TO OPERATE AN ABORTION CLINIC 

Stale Form 52233 (R3 i 3-14) 

Approved by State Board of Accounts, 2014 

Indiana State Department of Health-Division of Acute Care 

(Pursuant to 1C 16-21-2 and 410 /AC 26) 


D) H C? S 


I 


s 


r\\ 


JU*i 1 5 I 


vtT 


Date Received (mm/dd/yyyy)_ 


Division of Acute Care Use Only ---- 

Date Approved (mmlddlyyyy) _Date Rejected (mm/dd/yyyy)_ 


Please Type or Print Leaiblv. 


SECTION 1 - TYPE OF APPLICATION -- 1 

Application (Check appropriate item ) " —--—_ 

□ Now Facility s4newat □ Change of"Ownership (Anticipated date of S a/^ c/)aso , teasefmm 

Submit a dated and signed copy of the bill of sale, lease or other document of tracer. - 

----SECTION II - IDENTIFYING INFORMATION 

A. Abortion Clinic Location 

Name of Abortion Clinic " " --—- 

Fionruri ParmPhonri nf ir\Hi^y\n 

Cmd Penbickv - Merrill 1 /Hie. 

blreet Address (number and street) ^ 1 f 

ws Connecticul- S \xt.e\- 


P.O. Box 

Hem 1 vi 

TfilPflhnnA Wnmhor 

\\t 

County 

Lake 

ZIP Code +4 

4(^410 

(2 ft) 

lb£{~ 

3UCD 

B, Mailing Address 

1 i 

i 

03 

Abortion Clinic e-mail address 

Internet Web Address: K/VVi 

OAtssiM. srienhamsr, 

'diOOink. ovr\ 

^ j - ii -* -j 

'W- point. m 


Street Address (number end street) ------- 

SOOJ. iAtridm St- . Suit 4en 

P.O. Box 

fodiAlUn 

C. Licensee/Own^rs 

oil's 

ship Information 

County 

Hon on 

ZIP Code +4 

%Z2- / d 

Licensee. The applicant entity as registered with the secretary of state -- --- 

Timutf Pwimted of Indiann and Ktn-htAkv. Inn.. 

a 00 s. HiridmSf. duik Wo ' 

P.O. Box 

lndmnpo/r 

T olonhrmo Mimnknr 

r> 

State — --— 

/IV 

ZIP Code+4 

fulZ'S' 

^ 7 „ rax Number EIN Number 

Year End Date (mm/dd) 

QUjjO 


I 
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S. Officers QJthe business entity is hicomorotedi 


Position 


PresfdentfChairpe/sqn/CED 


Vice 'Presid e nl/Vico* C^alrperson/CO 0 


Norno 


Kin 7 Qrreen 


Treasurer/CFO 


Secretary 


Michael Carter 


tfdihan gingham 


Chr'fs/f& More 


_, Address/City/$tate/g |P 

500 s. Vend]an W> 
<Suj£ (foo _ 

WJampoUJ, Tn UM 6 


V 


H, Ownership andfor Change ,fa Ownership: 


MJfhUterhupymm ItoWMCOMWfaIWfta SSSSJ»«2S,“ '' 


Name 


Business AddfessfCily/Slalc/Z [p 


GIN Number 


CERTIFICATION OF APPLICATION 


wills Iho. Abortion Clinic steioos, iC 1&-21-2-2.5 and 1C is 3 <i inH ^ 1 reputable and reasonable character, are able to comply 

maintain this clinic in accordance wSLrcies ’ ' lle "** p ' CmU ' 9atc0 lher0 wdor ' 410 >AC 26 and v/iil operate and 

I certify 1 that,the operational policies of the clinic ivin not provide tor discrimination based 


Signature of the Medical Director: 


Pooled Name and Title; 



irpoo race, color, creed, or national origin, 

ere correct end 


Dale of Signature (mm&ttf/yyy): 

Signature of llic Clinic 

Administrator: 


•Stutsman, J%Mm. TMdgK. 



4 U2la. 































































































License Fee 




Check 

One 

Total First Trimester 
Procedures in the Clinic 

Fee 

-- 

Zero to 799 

$500.00 

V 

1800 to 3,499 

$1,000.00 


3,500 to 6.999 

$2,000.00 


7,000 and above 

$3,000.00 

Indiana Hospital Council; 414 IAC 1-1-3 --^ 


Enclose the following: 

1. A completed Application for License to Operate an Abortion Clinic (this form). 

2. Any supporting attachments. 

3. For each physician performing procedures, either: 

m A copy of: ^ ph y slcian ’ s admitti "9 Privileges; or 

% a'copy ** 

4. Payment made payable to “Indiana State Department of Health." 


Mail to: 


INDIANA STATE DEPARTMENT OF HEALTH 
CASHIER’S OFFICE 
P. O. BOX 7236 

INDIANAPOLIS, INDIANA 46207-7236 
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APPLICATION FOR LICENSE 
TO OPERATE AN ABORTION CLINIC 

Stole Form 52233 (R3 / 3-14) 

Approved by Stole Board of Accounts. 2014 

Indiana State Department of Health-Division of Acute Care 

(Pursuant to 1C 16-21-2 and 410IAC 26) 


( 


k- Jum o s i aim 



Date Received (mm/ddtyyyy)_ 


Date Approved (mm/dd/yyyy)_ 


.Date Rejected (mm/dd/yyyy)_ 


SECTION I - TYPE OF APPLICATION 


Application (Check appropriate item.) 

□ New Facility 0 Renewal P^ 3 " 9 ®, 0 '^°^'P of Satc/Purchaselease (mm/ddryyy,)) 

Submit a dated and signed copy of the bill of sale, lease or other document of transfer" 


A. Abortion Clinic Lo cation 

^Jame of Abortion Clinic 

Women's Med Group Professional Corporation 


SECTION II - IDENTIFYING INFORMATION 


Street Address (number and street) 

1201 N Arlington Ave 

"City 

Indianapolis 

Telephone Number 


(317) 
353 9371 


Fax Number 

< 317) 
322-3358 


County 

Marion 


Abortion Clinic e-maii address: martvh@fortemat.onm 


Internet Web Address: WWW.WOmensmed.CQm 


B. Mailing Address (if differentjrom abortion clini c location) 

Street Address (number and street) 

City 

Cincinnati, OH 

C. Llcensoe/Ownershlp Information 

Licensee: The applicant entity as registered with the secretary of state- 

Women s Med Group Profession al Corporation 

Street Address (number and street) 


County 

Hamilton (OH) 


City 

Cincinnati 

Telephone Number 

(513)272 OOP? 


Fax Number 

513)272 0052 


State 

_OH 

EIN Number 

31-1148155 


P.O. Box 

ZIP Code +4 

46219 


P.O. Box 

43100 

ZIP Code +4 

45243 


P.O. Box 

43100 

ZIP Code+4 

45243-0100 

Fiscal Year End Dale (mm/dd) 

12/31 


I 
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Position 

Name 

Address/City/State/ZIP 

President/Chairperson/CEO 

W Martin Haskell, MD 

HO Box 43100 

Cincinnati. OH 45243 

Vice*PresidentA/ice-Chairperson/COO 



Treasurer/CFO 

Valerie Haskell 

T’O Box 43100 

Cincinnati, OH 45243 

Secretary 

Valerie Haskell 

PO Box 43100 

■ Cincinnati ON 45243 1 


H. Ownership and/or Change in Ownershi p: -- 

mdiS p!rww, indiVidU f or organizations having direct or indirect ownership or controlling interest of five percent (5%) 

In 5! *??!?* ?r 8rSt !.' P m,erest ,s an en,it * that has an ownership interest in the applicant entity. OwnenThkTin any 

enhty higher .n a pyramrd than the applicant constitutes indirect ownership. (Use additional sheet if necessary) P any 


IW Martin Haskell. MD 


Business Address/City/State/ZIP 


EIN Number 


—_._CERTIFICATION OF APPLICATION 

maintain this clinic in accordance with tfrose rules promulgated there under. 410 IAC 26 and will operate and 

I certify that the operational policies of the clinic will not provide for discrimination based upon race, color, creed, or national origin 


Printed Name and Title: 

Date of Signature (mm/ddfyyyy): 

Signature of the Clinic 
Administrator 


Printed Name and Title: 

Date of Signature (mm/dd/yyyy): 


Martin Haskell, MD 

6 June 2017^ 


Martin Haskell, MD 
_ 6 June 2017 

^lhH e Jn!!n^F qe fof regarding //centre and submit 
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